INTRODUCTION
This paper provides an analysis of experiences and perceptions of forensic community mental health nurses (FCMHNs) in terms of the effects of compulsion upon relationships with service users. Control in the community has a diverse legal and social history. Mandatory powers apply to those patients convicted of serious offences and placed on restriction orders, under Section 41 of the Mental Health Act 1983. These patients frequently return to live in the community on conditional discharge with restrictions placed on where they might live and what treatment they must accept.
FCMHNs contribute to the care and supervision of these patients and as a group, the numbers of these specialist nurses is increasing (Brooker and White 1997) . FCMHNs care for patients both inside and outside secure environments, with the emphasis of their work focusing on assessment and management of potential risk (Evans 1996) .
The Mental Health (Patients in the Community) Act 1995 came into effect in April 1996.
This allows patients subject to detention in hospital for a mental disorder, to be discharged on conditions. Conditions may include for example attendance for treatment, education or training. Patients may also be required to provide access to their accommodation to their supervisor, for assessment and treatment purposes. The patient is assigned a supervisor on discharge, often a Community Mental Health Nurse (CMHN). Patients who refuse treatment while subject to Section 25 will have their care programme reviewed and may be reassessed for admission to hospital. The potential effects upon interpersonal (professional) relationships are broad, yet may be better understood by considering practitioner perceptions.
BACKGROUND LITERATURE
Literature describing mental health nurses' views of compulsory community treatment and effects upon relationships is scarce. Coyne (1999) includes relevant overseas (non-UK) research as background to a small qualitative study that identifies significant reservations about the value or impact of compulsory treatment. Godin and Scanlon (1997 p.83) provide an exceptional account. They indicate similarity of perception by nurses and users, of power in relationships; examples of "seemingly irreconcilable positions" in which nurses adopt compromises; and differences between therapeutic and professional positions. Jones et al (1999) present some evidence that nurses recognise the need to involve users more and, that decision making with users, requires exploration of alternatives involving tensions between care and compulsion. In a study of European literature Clark and Bowers (2000) illustrate the relevance of social, ethnic and gender issues and suggest that CMHNs might learn much about maintaining good relationships (with users) from approved social workers. Franklin et al (2000) studied psychiatrists' experiences but mainly in respect of medication compliance, service engagement and patient monitoring. This study was criticised by Burns (2000) who highlights the conflict between supervision and treatment.
FCMHNs have an important role in monitoring conditionally discharged patients, who have been described as being largely synonymous with the seriously mentally ill (SMI) (Shepherd 1993) . These are likely to attract most attention when government completes its review of the Mental Health Act, including as it does the possibility of including nurses formally for the first time in the detention process.
METHODOLOGY
Combinations of approaches, rather than a discrete, preferred method was prompted by the following research questions:
How do FCMHNs perceive issues in relation to the development and maintenance of therapeutic relationships with their patients? What is FCMHNs experience in relation to recall of these patients to hospital? Do FCMHNs believe that powers of compulsory treatment such as restriction orders have a role in managing any risk (self-harm, self-neglect and harm to others) that these patients may present?
The 'quantitative-qualitative' debate abounds in nursing (Carr 1994 , Johnson 1999 , Cushing 1994 , Holmes 1990 ). Our position is that particular philosophies have strengths and weaknesses that apply contextually. This research sought quantifiable and qualitative data that would help inform clinicians, other researchers/educators and policy makers. We did not set out to capture 'lived experience' but brief textual representation of views/opinions as well as quantitative responses that we could use to supplement or modify our developing understanding. We were keen to contribute to the 'continuing conversation' cited by Paley (1998 p. 823 ' (1999) reservations that nursing is a 'science'.
Illness and health have experiential, subjective components and improvement due to nursing relies in part on the user's perceptions. Third, complexity is ever-present, as illustrated by Barker et al (1999 p. 274 ) who describe socio-political pressures leading to paternalistic modes for nurses, especially in relation to compliance and compulsionone outcome of the 'moral panic' in the community.
In summary, we sought to be "critically subjective" (Johnson 1999 p.70) to 'make sense' without falling into the trap of making illegitimate claims in respect of methodology, validity or conclusions. We chose methodological pluralism, searching for warranted assertions rather than truth.
Study design and Data Analysis
FCMHNs in England and Wales were surveyed using 15-item postal questionnaires.
Demographic details and opinions were sought, in relation to experiences of working with service users involved with restriction orders. The questionnaire was designed specifically for this study as no similar work has been carried out previously.
Responses were quantified using a 5-point likert scale and SPSS (Norusis 1993 ) was used to assist analysis. Questions were formed and grouped to reflect current themes and concerns evident from the literature on compulsory community treatment.
Specifically, these dealt with issues of establishing and maintaining therapeutic relationships, risk management, involvement in decision making, compliance, policy development and nurses views of service user perceptions (of compulsory community powers). The terms 'service user', 'user' and 'patient' are used synonymously to indicate an individual in receipt of health care. In some cases individual respondents have used the term 'client' in the same context. The instrument's format constituted a degree of pre-emptive coding, in respect of its sections. An opportunity for more detailed (qualitative) information was provided by a comments box in each question.
This provided a qualitative element to the instrument, albeit in a minimal capacity.
Thematic content analysis was applied to these data. Responses were coded and categorised in a first round of analysis. These categories were reduced during second and third rounds when saturation was reached. All measures were piloted on a convenience sample (n=13) of local Community Mental Health Nurses who did not form part of the main study sample. Respondents to the pilot study were informed of its purpose and asked to comment on the comprehensibility and wording of the questions as well as relevance to community mental health nursing practice. Some minor changes to the wording of items were incorporated as a result of this process.
We tried to operate in keeping with the ethos outlined by Cutliffe and Goward (2000 p591 ) in order to make our actions and decisions overt and explicit (and therefore open to judgement re validity). This methodological trail, the representativeness of respondents, examples of participants' own words and our own 'Aha' sessions (our discussions and reflections) are included for these reasons. Denzin's ideas (1996, cited in Koch and Harrington 1998) were very helpful in our writing. These included acknowledging facts as social constructions, allowing literary and autobiographical elements to co-exist and that disparate, multiple author views are useful. Figure 1 illustrates examples of our separate reflexive diary entries, which were subsequently shared.
FIGURE 1 HERE
All data were subject to extensive reading and appraisal, beginning the process of identifying saturated categories. Figure 2 illustrates the analysis and saturation process relevant to each section of the instrument. In respect of 'Relationships'and 'Risk' a first analysis round established broad themes that adopted terminology used by respondents as categories, with specific words in textual replies determining categorisation and subsequent saturation. Both researchers (independently and jointly) refined the categories on the basis of meaning rather than specified word presence (Stage 2). So, for example, the response category 'depends' was accommodated in 'context' on the basis of similarity of meaning even though precise words used may have differed. Finally, (Stage 3) data and category saturation were revisited and reappraised. This confirmed the finalised categories of textual responses and is consistent with notions of researcher reflexivity (Parahoo 1997: 292, Roe and Webb 1998: 48) . 
Ethical Issues
Ethics committee approval was gained locally. There was no compulsion to respond and anonymity and confidentiality applied to responses and workplace locations. There were no cost implications for respondents who were also offered a summary copy of the final report.
FINDINGS
Of 122 questionnaires distributed, 57 were returned, a response rate of 47%. Telephone follow-up of non-responders resulted in no further responses. Three respondents returned uncompleted questionnaires that were discarded, leaving 54 subject to analysis. This paper reports on the findings relevant to relationship issues. While a number of constructs examined in this study overlap, for example issues of power and control are important in respect of relationships, for reasons of space they are reported elsewhere (Coffey and Jenkins submitted) . Figure 3 illustrates respondents' demographic details.
FIGURE 3 HERE

Beginning, developing and ending relationships
Generally, FCMHNs felt that the use of restriction orders made no differences to their; 1. engagement with patients (n=30, 55.6%) 2. ongoing relationships with patients (n=28, 51.8%), 3. ending relationships with patients (n=30, 55.6%).
However 46.3%(n=25) considered that restriction orders involving recall of a patient did impact upon re-establishing relationships with their patient. A significant minority recorded "neutral" responses, seemingly unsure of the effect of restriction orders upon;
1. engagement with patients (n=9, 16.7%) 2. ongoing relationships with patients (n=9, 16.7%) 3. recall and re-establishing relationships (n=18, 33.3%) 4. ending relationships with patients (n=15, 28.3%)
A further group disagreed with the majority view feeling that restriction orders did make a difference to 1. engagement with patients (n=15, 27.8%) 2. ongoing relationships with patients (n=17, 31.5%), 3. ending relationships with patients (n=8, 15.1%).
These findings are presented in Table 1 . 
TABLE 1 HERE
Compulsion and risks of self harm, self neglect and harm to others 62.9% (n=34) disagreed that " Compulsory powers such as restriction orders are helpful in managing self-harm by services users" although a further 29.6% (n=16) neither agreed nor disagreed. 51.8% (n=28) felt that compulsory powers were helpful in managing self-neglect by service users while a further 24.1% (n=13) could not decide.
A majority (n=45, 84.9%) felt that compulsory powers were helpful in managing harmful behaviour to others by service users. A further group of nurses (n=5, 5.9%) gave a neutral response to this question while 3 (5.6%) disagreed about the helpfulness of compulsory powers in this respect.
These findings are detailed in Table 1 . 
LIMITATIONS OF STUDY
The study was undertaken within the constraints of the researchers' workloads that prevented selection of relatively expensive methods such as individual or focus group interviews. The questionnaire was chosen as an instrument because of our wish to capture views of a widespread group as economically as possible. Wording of some questions may have led to different interpretation although we are somewhat reassured by the consistent fashion in which subjects responded to individual questions. Limits applying to the particular methods used and data analysis are quite well documented and include for example to limitations on the generalisability of findings and qualitative data was provided in the form of relatively short statements.
DISCUSSION
The discussion which follows uses selected additional quotes to illustrate further some of the emerging themes reported above.
Demographic information
Respondents are generally, an experienced group of staff. Most have been in nursing more than 10 years and the majority are graded at G or above. The percentage of nurses in the grades 'G' and above, the number of years in nursing and years in current post is similar to a previous study of FCMHNs (Coffey 2000) . This current sample included more men (64%) than women (36%) which differs to Coffey's (2000) study. Most respondents (85%) had at least one patient on their caseload subject to Section 41 of the Mental Health Act (MHA 1983) and therefore have experience of this type of compulsion. As a group they did not have much experience of supervising patients on Section 25 (MHA 1983) . This section of the MHA however has very little direct power or sanction upon the mentally ill and contrasts sharply with that of the restriction order.
As such the application of Section 25 will be restricted to those patients not already on a restriction order and of whom there are significant concerns. This may be a relatively small subset of the forensic patient population, a fact reflected in the low numbers of these patients on FCMHN caseloads.
Relationships
Quality of relationship has direct impact upon the achievement of positive outcomes for service users (Frank and Gunderson 1990) . More than 50% of respondents perceive restriction orders as having little impact upon developing relationships, rather than a positive or negative impact. Yet many of these responses were 'qualified' by textual Liaison between us is continued even if patient is recalled". Some respondents were categoric in their assertions that recall has not had any effect upon re-establishing relationships with their clients; "I have experienced several recalls and found this situation does not interfere with therapeutic relationships". Why this should be is debatable but may be a function of the value placed upon their ability to establish relationships with difficult clients. Though difficulties are recognised, confidence that they could be overcome is apparent; for example "I am known to my patients and this helps when re-establishing relationships". This may be reflective of the experience of a group of nurses who are used to dealing with difficult situations and maintaining relationships with service users with whom mainstream services have been unable to engage. It may also reflect a pragmatic outlook on the part of the nurses that patients who are recalled will have to re-establish relationships with them.
Risk
Use of compulsory powers in the community to manage harm to others has been debated extensively (Dunn 1991 , Fulop 1995 . Concerns include enforcing treatment and the potential prophylactic effects of being placed on such an order. It is this potential for preventing harm which motivates imperatives such as compulsory treatment as well as mobilising opinion on the level of control being placed on vulnerable members of society. Respondents saw no benefit in using compulsory treatment orders to assist in the management of self-harming behaviour; for example, Compulsory powers have most to offer when caring for service users who are at risk of harming others. The benefit seems to derive partially from the ability to act quickly in situations where there are concerns about risk. This contrasts with the experience of using civil sections of the Mental Health Act, where professionals are compelled to wait until the patient's condition has deteriorated significantly to the extent that they become detainable. As a professional group therefore it would seem that FCMHNs on the whole are ambivalent about the benefits of compulsory community care while acknowledging specific positive applications of such powers. It may be that at the present time this group are unwillingly to shoulder the professional responsibility of using compulsory treatment to manage risk. Alternatively they may see this as a limited strategy for successfully dealing with risky behaviour.
SUMMARY OF FINDINGS AND CONCLUSIONS
We recognise that our interpretations are influenced by value judgements about what we see as "good" practice and by extension, its corollary. By this we mean that FCMHNs who value and use interpersonal skills and work collaboratively with service users may be seen as practice exemplars. Sharing these types of exemplars would benefit practice and the knowledge base of forensic community mental health nursing.
We claim that (excepting demographic details) categoric answers are insufficient in illustrating complexities. We may also be charged with expounding a naïve realism, in that we give weight to our interpretation of the responses and these have not been member checked. what it is that FCMHNs do. Although efforts have been made to define and develop competencies for forensic nurses (Kirby and McGuire 1997) it may be that this type of work will defy such reductionism as implausible (perhaps amounting to an unnecessary burden of distraction), given the need to work flexibly and creatively with service users.
Context is important in deciding upon the relative risk that any individual may present (Vinestock 1996) . This message (avoiding 'standardised solutions') shines like a beacon from the responses. FCMHNs have awareness of expectations that exist in respect of risk assessment and the difficulty in reconciling these with the reality of practice. That risk assessment will eliminate entirely, all risk, is a burdensome weight to carry and is unlikely to be achievable in real terms (Grounds 1995) .
There remains an inherent faith in the value of the nurse-patient relationship. This is unsurprising given that the focus of mental health nursing has been based upon the primacy of relationships (Peplau 1988) . Nurses perceive that the relationship creates conditions for therapeutic outcomes and that this may be of more value in the longer term than any compulsory powers. Even if this is accepted, it seems (somewhat paradoxically) that nurses also hold a pragmatic belief in the value of having recourse to formal powers, should they become necessary. Should we include this as we have done or (and) should we have a separate section which looks at emerging themes from the qualitative responses. I wonder whether we are confusing our analysis by saying we are doing content analysis but still grouping responses and the categories we have previously decided before completing the content analysis.
Categories formed initially -prior to questionnaire formulation, so outcomes not too surprising. BUT, context is crucial. Nurses thinking critically, in sophisticated ways. (Some are NOT -they are rule bound, concrete thinkers). Methodology = pluralist, mixed. The variation (and complexity) of responses are indicative of validity? I think! 
